contained neither sugar nor ketone bodies, blood sugar was 160 mg.% and thirst and frequency had lessened.
February 1949: The diabetes remained under good control and she had lost over 1 st. in weight. She complained that her feet and hands were still getting bigger.
Investigations.-X-rays: Bones of skull vault and base excessively thickened, hyperostosis very marked in inner tables of frontal bone. Pituitary fossa symmetrically enlarged. Eyes: Presbyopic. No diabetic retinopathy. Discs and vessels normal. Visual fields normal. V.R. less than 6/60, V.L. 3/36. November 1949: Diabetes under good control; no sugar or acetone in urine.
Blood sugar 167 mg. %. Weight more than 20 st. No change in her condition but axillary and pubic hair sparse and fine.
Dr. Raymond Greene: I think that this is a case of Morgagni's syndrome which has previously been reported in association with diabetes mellitus and acromegaly. The complete triad of obesity, hypertrichosis and hyperostosis frontalis intema is present, together with the commonest symptom of headache. It is difficult to explain the simultaneous occurrence of all these abnormalities. In a similar case of my own the most prominent feature is the headache. Recently Dr. Colin Edwards showed to the Society a patient with hyperostosis frontalis interna who was operated on by Mr. L. C. Oliver (Proc. R. Soc. Med., 43, 251) . He had found the dura attached to the frontal bone in the pits between the bosses and had freed it. The patient had been entirely free from headaches since the operation.
II.-H2mochromatosis.
Retired schoolmaster, aged 71; married, 4 children.
History.-In August 1937 patient complained of marked lassitude, thirst, frequency and loss of weight, of acute onset. Urine contained sugar. Dr. Lawrence saw him in March 1938. His symptoms were still very marked and he weighed only 9 st. fully clothed. Previous weight 10 st. 5 lb. stripped.
On examination.-Sallow, slaty complexion (this had never been noticed either by the patient himself or relatives) with marked wasting. Axillary hair sparse and wispy as was the pubic hair which was feminine in distribution. Abdomen: Enlargement of liver down to umbilicus, firm and nodular. The cardiovascular and respiratory systems appeared to be normal.
Central nervous system: Some diminution in knee-jerks (jerks only just present with reinforcement). Eyes myopic. Some "dust" in left lens. Urine: Sugar +++. No ketone bodies. Blood sugar 250 mg. 0.
Treatment.-He was stabilized on 20 units protamine zinc insulin per day; carbohydrates restricted to 120 grammes per day. Rapid improvement with loss of symptoms and marked gain in weight.
In September 1938 he was taken off insulin and his diet was increased to 150 grammes carbohydrate per day. On this he remained sugar-free until he developed an acute tonsillitis in January 1939 and had to take insulin again. He has remained well and active but has needed a slight and gradual increase in insulin to maintain good diabetic control. His diabetes remains well controlled on insulin and restricted carbohydrate diet. He is at present taking a dose of 10 units soluble insulin plus 16 units protamine zinc insulin daily before breakfast, and his carbohydrate intake is still restricted to 150 grammes per day.
His latest blood sugar was 81 mg. % at 12.35 p.m. His second morning specimen on that day contained neither sugar nor ketone bodies and his night specimen of the day before contained a trace of sugar, but no ketone bodies.
III.-Acromegaly with Diabetes Mellitus and Idiopathic Skin Lesions.
Mrs. E. P., aged 45; married with no children.
History.-1923, at the age of 29, admitted to National Hospital, complaining of increase in weight for one year. Amenorrhcea for two years. Increase in the size of her hands. Alteration in vision for six weeks.
On examination at this time she had a typical acromegalic appearance; her visual fields showed a left temporal hemianopia up to fixation point and in the right eye constriction of the temporal field in the upper quadrant. No other abnormal physical signs. A glucose tolerance test showed:
Fasting Hours after 50 grammes glucose Blood sugar, mg. %:
,-93 i hr. 117; 1 hr. 148; 14hr. 113; 2 hr. 96 A craniotomy was performed and a tumour which presented to the medial sidc of the right optic nerve was removed.
Pathological report.-Adenoma of anterior lobe of pituitary the cells of which had abundant cytoplasm with enlarged eosinophil granules, but there were small areas of cells with scanty cytoplasm and without granules which resembled a chromophobe adenoma. The greater majority of the cells were, however, eosinophils. When the patient was seen in December 1933 the visual fields were practically normal.
In 1946 diabetes mellitus was diagnosed on account of moderate symptoms. Treated by some restriction in carbohydrate intake, but no insulin until she was seen by Dr. Lawrence in September 1949. Present condition.-Typical acromegalic in appearance. Feels well apart from diabetic symptoms and periodic fits of depression. Appetite fair, bowels regular, but has periodic attacks of diarrhoea. Has not menstruated since before operation.
Complains of thirst, frequency, very marked lassitude, slight loss of weight, and skin infection.
On examination.-The cardiovascular and respiratory systems revealed nothing abnormal. B.P. 110/80. Central nervous system: Sensation normal. Knee-jerks both present. Ankle-jerks absent. Plantar reflexes down.
Skin: Numerous white pock-like marks distributed all over the body. The lesions apparently present as vesicles with surrounding erythema. The centre of the lesion becomes blackened and adherent and appears to separate from the surrounding skin at its edges, but then usually becomes infected after which the blackened area separates and healing takes place, leaving a thin white scar. The size of these varies between i in. and 1+ in.
Diabetes.-When first she was seen she had ++++sugar in both night and morning specimens and the blood sugar was 410 mg. %. She was given a mixed dose of insulin, 20 units soluble plus 20 units protamine zinc insulin, and her carbohydrate intake was restricted to 150 grammes per day. There was no great response to this treatment and the insulin was gradually increased until she was taking 80 units soluble insulin plus 40 units protamine zinc insulin. This reduced her noon blood sugar to 204 mg. %, but she was still passing + + + to + + + + sugar in her urine.
Her symptoms improved. Her insulin was stopped for a few days and an insulin depression curve was as follows: Fasting 
